bludgeoning approach. He stressed also that all health care professionals are involved, not only medical staff.
The first major programme in Australia began in 1977; it was not long before there was an evaluation of evaluation techniques. By 1986 auditing was a prerequisite for hospital accreditation. The present system rests on peer group decisions, with an administrator and a nurse using accepted standards by which to judge performance. Hospital participation is voluntary, but, again, the political background should not be forgotten: if staff do not volunteer for the existing system another will be wished upon them. His own view was that government should be involved but not dominant and he summed up the justification for auditing with the sentence, 'You may be doing the right thing but do you know you are doing the right thing right?'
Questions came fast. It may be a measure of the complexity of the topic, or of the interest aroused, that many members of the audience put two or even three questions in one. The first was to do with the extension of audit to family practice and the need to involve patients. The answer was that some work on outpatient care is done in Australia but this is not an easy task. Coupled with this question was one concerning the validity of auditing: how do we really know that we are measuring the appropriate things? Dr Dixon saw a need for two types of assessment of services: what patients believe is one, a more formal mechanism for reviewing clinical performance is the other. A later question and answer episode made the point that consumer satisfaction is more often than not rleated to personal and social rather than technical criteria.
Dr Dixon returned to the general theme: the overall aim is not to try to establish minimum standards, it is to encourage steady improvement over a long period. In this context she commented on American doctors' need to seek recertification every seven years. Formal examinations test knowledge but not action, hence the need to look at what is done rather than what is presented for examiners.
The next questioner raised the topic of money, going on to ask if there is not a confusion between financial and medical audits. The reply was that auditing knowledge can lead to cost reductions, an example being the use of cheaper drugs once medical staff know that they exist. Such examples are, however, rare.
Letters to the Editor
Preference is given to letters commenting on contributions published recently in the JRSM. They should not exceed 400 words and should be typed double-spaced.
Myalgic encephalomyelitis I agree with Wesseley (April 1989, JRSM, p 215) that not enough research has been done into myalgic encephalitis (ME), and that a good definition of the disease is required. However, there are clear differences between depression and ME.
Journal of the Royal Society of Medicine Volume 82 November 1989 693 It was agreed that there is muddle in the health service which the system of resource management has made worse. The real culprit is giving priority to an examination of costs, rather than seeing this factor as secondary.
There then came a question which was repeated for the rest of the evening in different guises: who benefits from audit? Is it not odd that the government both funds and polices? The answer to the first part was that whatever else it does, despite this not being its primary aim, auditing does establish certain minimum standards. To the second, there was agreement from both speakers that any accreditation system should remain independent of government.
Related to the 'who benefits?' question was a debate which then ensued on consumers' views and whether reviews ofservices should be published. Both speakers agreed that there should be a systematic seeking of consumers' views but that their views, along with the conclusions of the accreditation panel, should not be published. Publishing might do more harm than good; out and out confrontation with professionals should be avoided. It was concededthat hospital management bodies should see the results of enquiries. Somewhat to my surprise this view was not challenged by the usually consumer aware audience.
A really tricky question came towards the end of the evening. It is known that fashions exist in medicine, how are they to be allowed for in audits? Variations in the number of caesarian sections or mastectomies over time are two obvious examples. The answer was that fashions are not directly allowed for, all that one can do is insist that each hospital demonstrates its awareness of the critical literature.
Dr Robert Maxwell, from the chair, invited both speakers to have a last word. Dr Dixon said that despite having been in the field for many years she still does not have answers to all questions, we have learnt a lot but have far to go. Mr Pickering was more action orientated: if we have to devise a system taking everyone's views into account we will get nowhere, there is a time to end contemplation and a time to begin.
RichardLansdoẼ ditorial Representatiue
Open Section Fatigue in ME is very different from that which Wesseley describes in affective disorders. By way of an example, a depressed person is physically quite capable of running 100 m without undue effect but may not be motivated to do so, whilst the ME sufferer who usually does not lack the motivation to run 100 m, may sufferdays or weeks of total exhaustion and incapacity as a result.
In addition, a depressed person is unlikely to report symptoms such as tender glands and sore throat, both of which are common in ME.
One of the problems of identifying depression in ME sufferers is that the majority of inventories used fail to distinguish between those symptoms due to depression, and those which result from somatic illness. For the same reason one cannot diagnose postnatal depression in new mothers by asking them if they suffer from disturbed nights! This perhaps explains why so many studies have found a high incidence of depression in ME sufferers.
Unfortunately, in the opinion of many doctors -and particularly psychiatrists -the unquestionably important interaction of mind and body only seems to work one way. Dr Wesseley concerns himself with the part that the mind plays in making patients physically ill. Might there not be some underlying organic processes going on which cause psychiatric symptoms? I refer Dr Wesseley to existing papers on the subject of psychiatric sequelae of infectious illness-",
In addition, we have recent data from USA researchers showing that anxiety and depression in ME are due to organic brain disease. Figure 1 ). By using a twin string carrier designed in that year by W H Apthorpe he was able with only one Einthoven galvanometer to obtain these two simultaneous recordings. Lewis used the carbon microphone system which Einthoven had designed when he first recorded phonocardiograms in 1907 1 • This recording was placed in the files of the Cambridge Instrument Company and was publishedfive years after Lewis' death by their technician, S L Barron, who had worked closely with him. Thus it has remained almost unnoticed. Goodlin" states that the first fetal phonocardiogram was made in 1908 and the first fetal electrocardiogram in 1906.
A HOLLMAN
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Maurer's plea in his recent letter (June 1989 JRSM, p 379) for better reference research is very timely. Part of his problem is, I believe, being resolved by the use of keywords.
Dr Maurer unfortunately does not reference his article nor the American Journal that contained the error complained of, but I would hope that the status of scientific honesty should prevail.
As for 'English' journals, might I point out that the Canadian Association Journal has summaries of articles in French (but no keywords in either language), and the Canadian Association of Radiologists Journal has both summaries in French and keywords in English. However, Canada is a bilingual country, a fact which accounts for this phenomenon. F I JACKSON
Senior Radiologist Cross Cancer Institute
Edmonton, Canada
Chronic asthma and hypnotherapy
Long experience in using hypnotherapy for asthma, on the lines initiated by Maher-Loughnan et al.), ie autohypnosis practised regularly on a day to day basis, shows that it is undoubtedly a most useful adjunct to conventional therapy. It should beregarded as long term preventivetreatment, not for use in acute attacks, and is most useful for those with emotional or psychological problems", especially those prone to panic. The underlying anxiety should be treated first and direct symptom removal avoided, then as the patient's confidence is restored the asthmatic symptoms tend to improve spontaneously. frequently leading to a gradual but worthwhile reduction in drug treatment (December 1988 JRSM, p 701). Used in this way it does not seem to reduce the patients' perception of the severity of their asthma, but Higgs' technique for measuring this might well be useful here (letter, July 1989 JRSM, p 446). The good results of hypnotherapy are well documented'', but why does it work? The British Tuberculosis Association trial! took the Pavlovian view that the benefits came because the daily autohypnosis sessions replaced old habits with new conditioning. But Lum's work on chronic hyperventilation at Papworth'', and increasing experience in treating this common syndrome, suggests that it is prevention of hyperventilation which is of most benefit to the asthmatic patient. Hyperventilation
